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ABSTRACT  

Objectives: To investigate how socio-demographic and clinical factors were associated with 

psychosocial functioning and disability at admission and at a 1-year follow-up. 

Design: A cohort pre-post study. 

Setting: A University hospital specialized pain rehabilitation unit.  

Participants: Five hundred and nine participants with musculoskeletal pain (neck disorders 

29%, fibromyalgia 24%, low back pain 24%, myalgia 14% and other pain diagnoses 8%). 

Intervention: A 5-week outpatient, group-based, and goal-oriented comprehensive 

musculoskeletal interdisciplinary pain rehabilitation program based on cognitive behavioral 

principles. 

Main outcome measures: The Multidimensional Pain Inventory (MPI), the Disability Rating 

Index (DRI), and forms including socio-demographic (sex, age, ethnicity, marital status, 

educational level and vocational situation) and clinical factors (pain duration and pain 

diagnoses). Data were analyzed with multivariate logistic regression. 

Results: At admission, factors associated with more positive scores on the MPI were being 

older than 40 years, being at work, being Nordic born, attainment of a higher educational 

level and a diagnosis of fibromyalgia (compared with a neck disorder) (P < .05). Being at 

work and a diagnosis of fibromyalgia (compared with low back pain) were associated with 

more positive scores on the DRI (P < .05). On the basis of cut points for clinically important 

change on the MPI, participants rated themselves as most improved on the Affective Distress 

(52%), Life Control (49%) and Pain Severity (43%) subscales, and on the DRI index 

improvement rate was 22%. At the 1-year follow-up, neither socio-demographic nor clinical 

factors were associated with clinically important improvements of the MPI and the DRI, but 

lower age was related to deteriorations on pain severity.  
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Conclusions: The lack of an association between socio-demographic and clinical factors and 

psychosocial functioning and disability at a 1-year follow-up after a musculoskeletal pain 

rehabilitation program suggests that the program was effective regardless of the participants’ 

initial characteristics, except for age. The changes at the 1-year follow-up indicate that the 

program influenced the participants’ psychosocial functioning more than their perception of 

disability. 

Key words: Demography, disability evaluation, pain, pain clinics, rehabilitation, pain 

measurement
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INTRODUCTION  

Approximately 15% of the U.S. population suffers from chronic pain (1), whereas 

19% of adults in Europe report moderate-to-severe chronic pain (2), and the prevalence is 

increasing Americans (3). We have reason to believe that the prevalence for Europeans is 

similarly increasing, but we have not found resent studies that address this. In 2 recent 

reviews, researcers stated that reduced quality of life and large economic societal costs are 

common pain consequences of pain (4), and that structured pain rehabilitation programs lead 

to improved return-to-work rates (5). In 2009, musculoskeletal problems accounted for 31.2 

% of the costs for sick leave in Sweden (6), which is a strong motivator in the search for 

effective treatment and rehabilitation. 

The complexity of pain is illustrated by the many factorsnoted to influence its onset 

and maintenance. Women seem to be at greater risk than men for developing chronic pain (7), 

and age, ethnicity, education, previous pain conditions and marital status are other reported 

risk factors (4, 8-12). Although the evidene for risk factors is inconsistent, socio-demographic 

and psychosocial factors are important for the understanding of pain-related disability (13-

15).  

The consequences of chronic pain are often described in terms of psychosocial 

functioning and disability (4, 16-18). The concept of pain-related psychosocial functioning 

involves social, psychological and behavioral issues and includes distinct affective 

dimensions of pain (15). Disability includes impairments, activity limitations and 

participation restrictions (19). Because of the complexity of chronic pain, rehabilitation 

programs often are interdisciplinary and include mixed medical interventions.  

For the most part, interdisciplinary rehabilitation programs based on cognitive 

behavioral principles have shown to be effective (20-22). However, some authors recently 

reported that the evidence should be further analyzed (5, 23). Generally, broad and 

mailto:elisabeth.b.persson@skane.se%0CIntroduction
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coordinated pain programs have been found to influence disability, pain severity, and 

psychosocial functioning in a positive direction (4, 24-26) and leads to increased back to work 

rates (24, 25, 27).  

Interest is growing in the specification of core outcome domains after  pain 

rehabilitation (17, 28), including psychosocial functioning and disability, and factors 

associated with outcomes are widely discussed. Predictors of outcome generally are studied 

just once, are chosen from multiple domains (i.e., socio-demographic, physical, and 

psychological), and often are not combined. No generic set of outcome predictors after 

interdisciplinary pain rehabilitation has been found (29). When studied one by one, the 

associations between gender, age, ethnicity, education and outcome vary, and the evidence is 

conflicting (30-33). Practitioners therefore have identified the need for increased knowledge 

of the associations between pain diagnoses, patients’ characteristics and effectiveness of 

treatments (34). Studies are needed that focus on both treatment outcomes and patient 

variables and that identify which subgroups benefit the most from multidisciplinary 

treatments (21).  

To address those issues, the aims of this study were 2-fold, that is, to investigate i) 

how socio-demographic and clinical factors were associated with psychosocial functioning 

and disability at admission to a musculoskeletal pain rehabilitation program, and ii) how 

socio-demographic and clinical factors were associated with changes in psychosocial 

functioning and disability from admission to a 1-year follow-up after participation in a 

musculoskeletal pain rehabilitation program. Our hypotheses were that several clinical and 

socio-demographic variables influence pain-related consequences and that outcome after pain 

rehabilitation differs for women and men. 
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MATERIAL AND METHODS 

Settings and participants  

All participants in this study had taken part in a 5-week (5 days per week, 6 hours per day) 

outpatient, group-based (9 participants per group) and goal-oriented comprehensive 

musculoskeletal interdisciplinary pain rehabilitation program based on cognitive behavioral 

principles. The program was offered at a specialized pain rehabilitation unit in a Swedish 

University Hospital. The department is accredited by the Commission of Accreditation of 

Rehabilitation Facilities, and as part of the accreditation, different measurements are 

administered at admission, at discharge and at a 1-year follow-up and registered in a database. 

Patients referred to the pain program from 2003 to 2008 were included, and data were 

retrieved from the database. Most patients were referred from primary health care sources.  

Inclusion criteria for the rehabilitation program were as follows: a completed 

medical examination and screening by a pain rehabilitation team, the presence of chronic pain 

with a significant impact on everyday life, an age of 18 to 65 years, fluency in Swedish, and 

the ability to participate in a group. Exclusion criteria were ongoing substance abuse and an 

acute psychological or psychiatric disorder. According to these criteria, 813 patients were 

eligible for the study and 509 could be included (Figure 1). Reasons for dropout were missing 

data at admission because patients refused to fill in forms or incompletely or incorrectly filled 

in forms, and at the 1-year follow-up because of missing items or the failure of patients to 

return their forms, despite one reminder. 

 

Figure 1 about here 

 

Participant characteristics 
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The characteristics of the 509 participants are presented in Table 1. They were mostly women 

(79%), had a mean age of 40 years, were mostly Nordic born (86%), had an educational level 

of upper secondary school (62%) and were on full time sick leave from work (64%) before 

admission. The 3 most frequent pain diagnoses were neck disorders (29%), fibromyalgia 

(24%) and low back pain (24%). Diagnoses that occurred less frequently were headache or 

shoulder pain; these diagnoses were grouped together and are referred to as “other diagnoses” 

(8%).  

 

Table 1 about here 

 

Ethics 

The principles of the Declaration of Helsinki were followed, and the study was approved by 

the Regional Ethical Review Board in Lund, Sweden (No H4 269/2006). 

 

Assessments and outcome measures 

All forms and outcome measurements also were reported to the Swedish Quality Registry for 

Pain Rehabilitation database (35). At admission, forms were used, including socio-

demographic factors (gender, age, ethnicity, marital status, educational level and vocational 

situation) and clinical factors (pain duration and pain diagnoses). Duration of pain was filled 

in by the participants, and the attending physicians made pain diagnoses according to the 

International Classification of Diseases, 10th revision, and the diagnostic manual of the 

Swedish Quality Registry for Pain registry. To assess psychosocial functioning and disability 

the West-Haven Multidimensional Pain Inventory (MPI) [36] and the Disability Rating Index 

(DRI) [16] were used. 
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MPI  

The MPI is a self-rating questionnaire used to assess psychosocial and behavioral functioning 

(36). Part one covers specific aspects related to the perception of pain and pain-related 

consequences with 5 subscales: Pain Severity, Life Interference, Life Control, Affective 

Distress and Social support. Part two includes 3 subscales covering patients’ assessments of 

behavioral responses to their displays of pain by significant others. Part three assesses the 

frequency of participation in daily occupations with 4 subscales: household chores, outdoor 

work, activities away from home, and social activities, which usually are combined to an 

index of general activity (37, 38). The MPI consists of 61 items and each item ranges from 0 

(never) to 6 (very often). The reliability of the MPI has been found to be satisfactory, with 

alpha values from 0.70 - 0.90, and stable over time, with stability coefficients from 0.62 - 0.91 

(36).  

       A Swedish translation (35) of the original English version (38) was used. The overall 

reliability and stability of the Swedish version has been shown to be good, except for the 4 

subscales of part three, where the authors suggested using only the index for general activity 

(39). The MPI has been found to be sensitive to change (40, 41). The first 4 subscales of part 

one (pain severity, life interference, life control and affective distress) and the general activity 

index were used in this study. The fifth subscale of part one (social support) and the entire 

part two of the MPI were not used. The validity of the social support subscale has been 

questioned (42), and part two measures support from significant others, which was not a focus 

of this study. The MPI was sent home with subjects, and they returned it by mail before 

admission. At discharge it was administered by a psychologist (data used only for dropout 

analysis in the present study), and at the 1-year follow-up it was again administered as a mail 

questionnaire. A reminder to return the form was sent after 1 month. 
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DRI  

The DRI is a self-administered questionnaire in which patients indicate their perceived ability 

to perform 12 daily physical activities on visual analogue scales ranging from 0 mm (without 

difficulty) to 100 mm (not possible). The items are arranged in increasing order of physical 

demand with reference to low back pain. The total sum score ranges from 0 to 1200 mm. The 

DRI is a robust and useful clinical and research instrument to assess disability caused by 

impairments of common motor functions and to measure changes in functional status (16, 43). 

It has been shown to be reliable, with test-retest correlations of 0.83 - 0.95, intrarater 

reproducibility of 0.98 and internal consistency of the scale of 0.84 (Cronbach α). Construct 

validity has also been found to be good (16). The sum score on the DRI subscales was used in 

this study. The DRI was administrated in the same way as the MPI. 

 

Rehabilitation program 

The program was based on cognitive behavioral principles. It included education about pain 

and its consequences, with a focus on self-management strategies. The interdisciplinary teams 

comprised a physician, an occupational therapist, a physiotherapist, a psychologist and a 

social worker. All team members had lengthy experience with teamwork and pain 

rehabilitation, including knowledge of each discipline’s tools and cognitive behavioral 

therapy techniques. Other health-care professionals (eg. nurses and a psychotherapist) assisted 

the teams and the participants during the program.  

After the initial team assessment, when consensus was reached between the 

eligible patient and the team regarding the need for structured interdisciplinary pain 

rehabilitation, the patient was recommended to participate in the program. Before admission, 

the participants received information about the program and goal-setting. The program lasted 

for 21 days, plus 2 days of follow-up at 2 months after discharge. During the first week, each 
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participant defined his or her individual goals, and an individual rehabilitation plan was 

formulated. The program covered several areas aiming at increasing the participants’ 

strategies for pain management, activity level and participation in society. The interventions 

consisted of a number of interventions: lectures, group discussions and practical training, 

lasting from ½ - 1½ hour. The first and last week included individual meetings with each 

participant. All other interventions were group-based (9 participants). The practical training 

with occupational therapists and some physiotherapist interventions were performed in 

smaller groups (4 or 5 participants). The lectures concerned pain physiology, medication, 

stress (a topic covered by physicians), body anatomy (a topic covered by the physiotherapist), 

socioeconomic issues (a topic covered by the social worker), ergonomics and time-use 

adaptations (a topic covered by the occupational therapist).  

The psychologists were responsible for group discussions focused on cognitive 

evaluations, communication training, behavioral home-tasks, and stress management skills. 

The physiotherapists were responsible for body awareness, relaxation, warm-water pool and 

physical exercises, and the occupational therapists were responsible for occupational 

performance in everyday activities, problem-solving strategies relevant to compensatory 

strategies, and analyzing and discussing everyday occupations to enhance or adjust 

performance.  

Electromyography biofeedback training was used to enhance muscle-relaxation 

techniques and to improve occupational performance. When appropriate, visits were made to 

the participant’s workplace to analyze occupational behavior and the working conditions on 

site, in collaboration with the participant, the employer and the occupational health 

department. Significant others were invited for half a day to participate in education and 

discussions about relevant issues (the whole team was involved in these sessions). After the 

practical training sessions the participants were encouraged to write down strategies they had 
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used so they could apply their learned skills to the next sessions. The percentage of time for 

each part of the 5-week program was 55% in physiotherapy and occupational therapy 

interventions, 10% lectures and 20% group discussions lead by the psychologists, and 15% 

when the entire team was involved together with the participants in meetings, rehabilitation 

planning, discussions and information, and team-based lectures. 

Each team had weekly assessments and planning meetings. At the final team 

meeting, a discharge plan was written for each participant. Various key persons were invited 

to participate, such as significant others, representatives from the social insurance authority 

and employers. The discharge plan included recommendations for further strategies to 

improve the participants’ activity level and participation in society. Progress and unsuccessful 

events were re-evaluated during the 2-day follow-up meeting, 8 weeks after discharge.  

 

Dropout analysis 

No significant differences were found between the participants (n = 509) and the non-

participants (n = 304) regarding socio-demographic factors, pain duration or pain diagnoses, 

or at discharge between the participants and the nonparticipants with regard to change scores 

on the MPI and the DRI index. 

 

Statistics 

The Mann-Whitney U-test, the Independent t-test and the Kruskal-Wallis test were used to 

analyze independent variables. The Wilcoxon’s test was used to analyze dependent variables. 

The effect size for change scores (from admission to the 1-year follow-up) was analyzed; 0.2 

was considered small, 0.5 was considered medium, and 0.8 was considered large (44). The 

reliability of the scales within this sample was measured with Cronbach α. The reliability of 
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the MPI was α 0.8 (part one) and α 0.8 (part three), and for the DRI the α was 0.9; satisfactory 

is regarded as between 0.7-0.9 (45). 

On the MPI a minimal important change (MIC), which assessed the least change 

needed for clinical importance, has been defined as at least 0.6 points (28). For changes in the 

DRI, we found no MIC values reported in the literature. Therefore, after analysis of different 

change scores in the DRI, changes larger than 10% were considered as MIC. The MIC levels 

were used to dichotomize groups for both improvement and deterioration in the MPI and the 

DRI. The limits for deteriorated group were set for change scores less than -0.6 on the MPI 

and less than –10% on the DRI.  

Univariate and multivariate analyses were performed whith logistic regression 

(enter method). The Nagelkerke test and the Hosmer - Lemeshow test (for which a good fit is 

P > .05) were used to test the estimate for fit. To define predictor variables used for the 

multivariate analyses, a P value smaller than .3 in the univariate analyses was set as limit. In 

the logistic regression analyses, socio-demographic and clinical factors were used as predictor 

variables. Scores at admission and change scores of the MPI and DRI subscales were used as 

criterion variables. For dichotomizing the criterion variables, the median score at admission 

and the MIC score for change scores was used. Associations for both improvements and 

deteriorations were calculated. Participants were grouped into socio-demographic and clinical 

subgroups as defined in Table I, and age and pain duration were dichotomized above or below 

the mean versus the median score. Educational level included 3 groups; the zero level was set 

for secondary school. The diagnoses included 5 groups, and the zero level was set for a 

diagnosis of fibromyalgia. All predictor variables used in the logistic regression were tested 

for multicollinearity. The SPSS for Windows version 17.0 was used for all statistical analyses. 

A P-value that was smaller than .05 was considered as significant.  
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RESULTS    

Associations at Admission 

The medians on the 5 subscales of the MPI varied between 2.4 and 4.8 (Table 2). The 

participants described themselves as most affected on the subscales of Life Interference and 

Pain severity. 

 

Table 2 about here 

 

Table 3 addresses the univariate analyses, testing how socio-demographic and clinical factors 

were associated with psychosocial functioning and disability. The socio-demographic and 

clinical factors with a P-value of less than 0.3 were entered in the multivariate regression 

analyses (Table 4). Median scores and interquartile range at admission are described for the 

interpretation of odds ratios (Table 4). The Hosmer and Lemeshow index was greater than 

0.05 in all analyses. Participants with higher levels of education, those who were currently 

working upon admission to the rehabilitation program, and those who were Nordic born were 

significantly more likely to have scores above the median on several of the MPI subscales.  

On a group level, the diagnoses were not significantly associated with scores of 

the MPI or the DRI index at admission. However, when looking at diagnoses per se, 

participants with fibromyalgia versus neck disorder were significantly more likely to have 

scores above the median on the MPI subscale General Activity Index. A strong association 

was present (P < 0.001), indicating that participants with a university education were more 

likely to have lower scores on the MPI subscale of Pain Severity (odds ratio 5.3, 95% 

confidence interval 2.8-10.1). Participants who were currently working upon admission to the 

program and participants with fibromyalgia versus low back pain were more likely to have 

scores in positive direction on the DRI index (Table 4).  
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Table 3 about here  

Table 4 about here 

 

Associations at 1-Year Follow-Up 

The effect sizes for changes on the MPI subscales Pain Severity (effect size of 0.5), Affective 

Distress (effect size of 0.5) and Life Control (effect size of 0.6) were medium, whereas the 

effect sizes for the MPI subscales of Life Interference (effect size of 0.3) and General Activity 

Level (effect size 0.2) and for the DRI index (effect size of 0.1) were small.    

The change scores of the 5 subscales of the MPI and of the DRI index at the 1-

year follow-up are presented in Table 5. Significant changes between admission and 1-year 

follow-up were found on all subscales. Most changes on the 5 MPI subscales were in a 

positive direction, whereas the change on the DRI index was mostly in a negative direction. 

The greatest proportion of improved change scores were found on the MPI subscales (above 

the MIC); Affective Distress (52%), Life Control (49%) and Pain Severity (43%), while only 

21% improved on the DRI index. 

 

Table 5 about here 

  

The univariate logistic analyses revealed no significant associations between 

socio-demographic and clinical factors and group category based on a positive versus 

negative MIC on the MPI subscales and the DRI index, with the exception that age-groups 

had a significant association (P = 0.038) with belonging to the group with a negative MIC on 

Pain Severity (Table 6). A multivariate analysis testing for associations with improvements 

and deteriorations was then conducted using the variables with a significance value of P < 
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0.3. No significant association was found for changes on any of the MPI subscales or on the 

DRI index.  

 

Table 6 about here 
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DISCUSSION 

Our main objectives were to investigate how socio-demographic and clinical factors were 

associated with psychosocial functioning and disability at admission and at a 1-year follow-up 

after participation in a musculoskeletal pain rehabilitation program. At admission to the 

program, age greater than 40 years, being at work, being Nordic born, and attainment of a 

greater educational level were associated with scores on the MPI in a positive direction, and 

having a neck disorder (compared with a fibromyalgia diagnosis) was associated with scores 

in a negative direction (P < .05). Being engaged in work and having a diagnosis of 

fibromyalgia (versus low back pain) were associated with scores in a positive direction on the 

DRI index. On the based of MIC, 52% of the participants were improved on the MPI 

Affective Distress subscale, 49% were improved on the Life Control subscale, and 43% were 

improved on the Pain Severity subscale. Only 30% improved above MIC on the Life 

Interference subscale, 24% on the General Activity Index, and 21% on the DRI index. At the 

1-year follow-up, no variable was associated with a positive MIC of the MPI and the DRI 

index. Age-group was the only variable associated with change scores (deterioration). 

Younger participants (ie, younger than 40 years) had increased risk for deterioration on the 

MPI Pain Severity subscale. 

Nordic born participants reported better psychosocial functioning than did non-

Nordic born participants on all 5 subscales of the MPI. Several authors have shown that 

minority groups are more negatively affected than majority groups with regard to the impact 

of a pain condition (31, 46-49). However, the more negative scores of non-Nordic born 

participants should be interpreted with some caution because they could conceal differences 

in how different ethnic groups report health and pain. To the best of our knowledge, the MPI 

or the DRI have not been inter-culturally validated and therefore may not fully answer these 



 17 

questions. Despite this situation, ethnicity was the individual variable with strongest 

associations with the MPI scores.  

Participants who were currently working upon admission reported better life 

control, less affective distress and Interference in everyday life, and less disability (DRI) than 

did participants on sick-leave. Associations between work and health in Western societies are 

well-documented (9, 50, 51). To be on sick-leave leads to inactivity, less control over life, and 

lower social status (52), which are likely to have negative effects on both psychosocial 

functioning and health. Also, the reversed is possible; that is, having better psychosocial 

function leads to a better ability to manage work. 

Participants with higher educational levels reported less pain and affective 

distress and more life control than those with lower levels of education. Educational level has 

been linked to higher social status, which in turn has a clear impact on health (52). With 

regard to persons with chronic pain, the evidence is not conclusive. To the best of our 

knowledge, the strong significant association (P < 0.001) between educational level and 

scores on the subscales of the MPI in the present study has not been reported previously. This 

result indicates that in a clinical practice, the link between social status and health (52) might 

take the shape of a limit between educational level (social status) and better psychological 

functioning (health). 

Very few associations between diagnoses and functioning were found (only 2 

subscales). Participants with a neck disorder had a lower activity level as compared to those 

with a diagnosis of fibromyalgia. Participants with low back pain disorders scored as more 

disabled than did participants with fibromyalgia. The general lack of importance regarding 

diagnosis for psychosocial functioning supports the general (and clinically accepted) 

contention that the emphasis should be on the consequences of the pain rather than on 

diagnosis (28). However, diagnoses seem to influence disability and activity levels. 
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Age was associated with affective distress; older participants reported less affective 

distress than did the younger ones. Associations between age and chronic pain are 

documented in the literature (4, 10, 11). Mostly, the prevalence of chronic pain has been 

found to increase with age, but the opposite has been reported (4). Younger participants might 

be more emotionally disrupted by pain than older ones, perhaps because health-related 

problems are less expected by younger people.  

Neither socio-demographic nor clinical characteristics seemed to affect 

outcomes, besides age, having some relevance for patient deteriorations. This is in agreement 

with other investigators who have shown that socio-demographic factors cannot predict 

change after the completion of pain rehabilitation programs (29). However, the results are far 

from conclusive. Improvements should perhaps be measured more individually because 

tertiary pain rehabilitation programs mostly focus on the participants’ individual rehabilitation 

plans, needs and resources.  

A main finding in our study was that improvements were rather found in 

psychosocial functioning rather than in behavioral functioning or disability (the MPI 

subscales of Life Interference and Activity Level and the DRI). Lack of improvements on the 

DRI index has also been reported previously (53), raising concerns about whether programs 

are focusing enough on promoting activity level and occupational functioning.  

Another of our major findings was reduced pain severity among the participants. 

Pain is a complex experience involving emotional, cognitive and sensory elements. The pain 

levels of patients with chronic pain are not static, and as a result psychosocial functioning and 

disability can be intertwined with and vary with the pain. Measures that describe individuals 

by “snapshots” can be misleading (54). Minimal important change set at 0.6 on the MPI 

subscales is, however, arbitrarily based on the scale’s standard deviation (28). The clinical 
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importance of the magnitude of the effect sizes is debated, and the change necessary to meet 

the individual participant’s needs is not known (55).  

 

Limitations  

The limitations of this study include the measurements, the design and the dropout rate. The 

goal-oriented and individualized rehabilitation plan used in the program was possibly not 

captured by the instruments used. Most of the pre-defined activity items in the MPI index of 

General Activity Level and in the DRI index were probably relevant for all participants, but 

some might not be relevant for all. In addition, measures may exclude relevant activities and 

are not necessarily validated as meaningful to assess patient’s individual judgments on 

recovery (56).  

The absence of a control group and comparative treatment means that we cannot 

conclude that the observed outcomes were the result of the actual intervention. Using waiting 

list control subjects, which would have been an alternative, was not feasible because all 

patients must be offered adequate medical interventions within 2 months according to 

Swedish legislations. Besides, waiting list control subjects are not without problems because 

patients waiting for treatments can be seeking health care elsewhere.  

The participants were unselected, constituting a heterogenic group, which 

somewhat limits the generalization of the results. This unselected status also could be a 

strength, because the participants are representative of those being treated at tertiary pain 

centers.  

Dropouts can be a source of uncertainty. However, no differences existed 

between the dropouts and the participants at the 1-year follow-up, nor were any differences 

found between the participants and the non-participants with regard to change scores on the 

MPI and the DRI index at discharge.  
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CONCLUSIONS 

A musculoskeletal interdisciplinary pain rehabilitation program can lead to positive changes. 

The changes at the 1-year follow-up indicated that psychosocial functioning improved more 

than disability. People that are more disabled at admission may need a stronger focus on 

increased activity level during the program. Finally, the effect of the pain rehabilitation was 

not prejudiced by pain duration or pain diagnoses, and the program seemed to be effective 

regardless of the participants’ initial status.  

ACKNOWLEDGEMENTS 

We are grateful to the participants who allowed us to use their self-ratings. This study has 

received financial support from The Swedish Association of Survivors of Traffic Accidents 

and Polio (RTP) and Skane county council’s research and development foundation. 



 21 

REFERENCES  

1. Oslund S, Robinson R, Clark T, et al. Long-term effectiveness of a comprehensive 

pain management program: strengthening the case for interdisciplinary care. Proc Bayl 

Univ Med Cent 2009;22: 211-214. 

2. Breivik H, Colett B, Ventafridda V, Cohen R, Gallacher D. Survey of chronic pain in 

Europe: Prevalence, impact on daily life, and treatment. Eur J Pain 2006;10:287-333.  

3. Freburger J, Holmes G, Agans R, et al. The rising prevalence of chronic low back 

pain. Arch Intern Med 2009;169:251-258. 

4. SBU. The Swedish Council on Technology Assessment in Health Care. Metoder för 

behandling av långvarig smärta. En systematisk litteraturöversikt, volym 1. [In 

Swedish] Mölnlycke; SBU Statens beredning för medicinsk utvärdering. Infologistics 

Väst AB; 2006. 

5. SBU. The Swedish Council on Technology Assessment in Health Care. Rehabilitering 

vid långvarig smärta. En systematisk litteraturöversikt. [In Swedish]. Stockholm: SBU 

Statens beredning för medicinsk utvärdering. 2010 

6. Swedish Social Insurance agency. Försäkringskassan. (2009). Officiell statistik och 

annan statistic, pågående sjukfall per diagnos 30 september 2009 [Official statistics 

and other statistics, present ongoing sick-leave cases by diagnoses, 30
th
 of September 

2009]. Availible from 

http://statistic.forsakringskassan.se/portal/page?_pagied=93,386179&_dad=portal&_s

chema=PORTAL. Accessed January 20, 2010.  

7. Fillingim RB, King CD, Ribeiro-Dasilva MC, Rahim-Williams B, Riley JL. Sex, 

gender, and pain: A review of recent clinical and experimental findings. J Pain 

2009;10:447-485. 

http://statistic.forsakringskassan.se/portal/page?_pagied=93,386179&_dad=portal&_schema=PORTAL
http://statistic.forsakringskassan.se/portal/page?_pagied=93,386179&_dad=portal&_schema=PORTAL


 22 

8. Edwards RR, Doleys DM, Fillingim RB, Lowery D. Ethnic differences in pain 

tolerance: Clinical implications in a chronic pain population. Psychosom Med 

2001;63:316-323. 

9. Klaber Moffett JA, Underwood MR, Gardiner ED. Socioeconomic status predicts 

functional disability in patients participating in a back pain trial. Disabil Rehabil 

2009;31:783-790. 

10. Wittink H, Rogers WH, Lipman AG, et al. Older and younger adults in pain 

management programs in the United States: Differences and similarities. Pain Med 

2006;7:151-163. 

11. Hunter J. Demographic variables and chronic pain. Clin J Pain 2001;17:14-19. 

12. SBU. The Swedish Council on Technology Assessment in Health Care. Back Pain 

Neck Pain: An evidence Based Review. Stockholm; Offset AB; 2000. 

13. Hoogendoorn WE, van Poppel MN, Bongers PM, Koes BW, Bouter LM. Systematic 

review of psychosocial factors at work and private life as risk factors for back pain. 

Spine 2000;25:2114-2125. 

14. Blyth FM, Macfarlane GJ, Nicholas MK. The contribution to psychosocial factors to 

the development of chronic pain: the key to better outcomes for patients? Pain 

2007;129: 8-11. 

15. Turk DC, Okifuji A. Psychological factors in chronic pain: Evolution and revolution. J 

Counsult Clin Psychol 2002;70:678-690. 

16. Salén BA, Spangfort E, Nygren Å, Nordemar R. The disability rating index; An 

instrument for the assessment of disability in clinical settings. J Clin Epidemiol 

1994;47:1423-1434. 



 23 

17. Turk DC, Dworkin RH, Revicki D, et al. Identifying important outcome domains for 

chronic pain clinical trials: an IMMPACT survey of people with pain. Pain 

2008;137:276-285. 

18. Stubbs D, Krebs E, Bair M, et al. Sex differences in pain and pain-related disability 

among primary care patients with chronic musculoskeletal pain. Pain Med 

2010;11:232-239. 

19. WHO International classification of Functioning, Disability and Health (ICF). World 

Health Organization, 2008. 

20. Flor H, Fydrich T, Turk DC. Efficacy of multidisciplinary pain treatment centers: a 

meta-analytic review. Pain 1992:49;221-230.  

21. Scacighini L, Toma V, Dober-Spielmann S, Sprott H. Multidisciplinary treatment for 

chronic pain: A systematic review of interventions and outcomes. Rheumatology 

2008;47:670-678. 

22. Airiksinen O, Borx JI, Cedraschi C, et al. Chapter 4 European guidelines for the 

management of chronic nonspecific low back pain. Eur Spine J 2006;15 (Supple 

2):S192-S300. 

23. Ravenek MJ, Hughes ID, Ivanovich N, Tyrer K, Deshroches C, Klinger L, Shaw L. A 

systematic review of multidisciplinary outcomes in the management of chronic back 

pain. Work 2010;35:349-367. 

24. Norrefalk JR, Ekholm K, Linder J, Borg K, Ekholm J. Evaluation of a 

multiprofessional rehabilitation program for persistent musculoskeletal-related pain: 

Economic benefits of return to work. J Rehab Med 2008;40:15-22. 

25. Skouen JS, Grasdal A, Haroldsen E. Return to work after comparing outpatient 

multidisciplinary treatment programs versus treatment in general practice for patients 

with chronic widespread pain. Eur J Pain 2006;10:142-152. 



 24 

26. Patrick LE, Altmaier EM, Found EM. Long-term outcomes in multidisciplinary 

treatment of chronic low back pain. Spine 2004;29:850-855. 

27. Norlund A, Ropponen A, Alexanderson K. Multidisciplinary interventions: Review of 

studies of return to work after rehabilitation for low back pain. J Rehabil Med 

2009;41:115-121. 

28. Dworkin RH, Turk DC, Wyrwich KW et al. Interpreting the clinical importance of 

treatment outcomes in chronic pain clinical trials: IMMPACT recommendations. J 

Pain 2008;9:105-121. 

29. Van der Hulst M, Vollenbroek-Hutten M, Jzerman M. A systematic review of socio-

demographic, physical, and psychological predictors of multidisciplinary 

rehabilitation – or, back school treatment outcome in participants with chronic low 

back pain. Spine 2005;30:813-825. 

30. Koopman FS, Edelaar M, Slikker R, Reynders K, van der Woude LH, Hoozemans MJ. 

Effectiveness of a multidisciplinary occupational training program for chronic low 

back pain: a prospective cohort study. Am J Phys Med Rehabil 2004;83:94-103. 

31. Norrefalk JR, Ekholm J, Borg K. Ethnic background does not influence outcome for 

return-to-work in work-related interdisciplinary rehabilitation for long-term pain: 1- 

and 3-year follow-up. J Rehabil Med 2006;38:87-92. 

32. Engebretsen K, Grotle M, Bautz-Holter E, Ekeberg OM, Brox J. Predictors of 

shoulder pain and disability index (SPADI) and work status after 1 year in patients 

with subacromicial shoulder pain. BMC Musculoskelet Disord 2010;11:218.  

33. Löfvander M, Engström A, Nafezi S. Work performance and pain intensity during 

exercise. A before-and-after study of cognitive-behavioural treatment in primary care 

of young immigrant patients. Disabil Rehabil 2004;26:439-447. 



 25 

34. Henschke N, Maher CG, Refshauge KM, Das A, McAuley JH. Low back pain 

research priorities: a survey of primary care practitioners. BMS Fam Pract 2007;8:40.  

35. Nyberg V, Sanne H, Sjölund BH. Swedish quality registry for pain rehabilitation: 

purpose, design, implementation and characteristics of referred patients. J Rehabil 

Med 2011;43:50-57. 

36. Kerns RD, Turk DC, Rudy TE. The West Haven-Yale Multidimensional pain 

Inventory (WHYMPI). Pain 1985;23:345-356. 

37. Turk DC, Rudy TE. The robustness of an empirically derived taxonomy of chronic 

pain patients. Pain 1990;43:27-35. 

38. Rudy T. Multiaxial Assessment of Pain Multidimensional Pain Inventory. User’s 

Manual. USA: Department of Anesthesiology and Psychiatry and Pain Evaluation and 

Treatment. Institute University of Pittsburgh School of Medicine, 1989. 

39. Bergström G, Jensen IB, Bodin L, Linton S, Nygren Å, Carlsson SG. Reliability and 

factor structure of the Multidimensional Pain Inventory – Swedish Language Version 

(MPI-S). Pain 1998;75:101-110.  

40. Wittink H, Turk DC, Carr DB, Sukiennik A, Rogers W. Comparison of the 

redundancy, reliability, and responsiveness to change among SF-36, Owestry 

Disability Index, and Multidimensional Pain Inventory. Clin J Pain 2004;20:133-142. 

41. Angst F, Verra ML, Lehmann S, Aeschlimann A. Responsiveness of five condition-

specific and generic outcome assessment instruments for chronic pain. BMC Med Res 

Methodol 2008, 25, 8-26. 

42. Harlacher U, Persson A, Rivano-Fischer M, Sjölund BH. Using data from 

Multidimensional Pain Inventory subscales to assess functioning in pain rehabilitation. 

Int J Rehabil Res 2011;34:14-21.  



 26 

43. Grotle M, Brox JL, Vollestad NK. Concurrent comparison of responsiveness in pain, 

and functional status measurements used for patients with low back pain. Spine 

2004;29:E492-501. 

44. Cohen J. Statistical power analysis for the behavioral science. USA, Lawrence 

Erlbaum Associates Inc. 1988 (2
nd

 ed.). 

45. Nunally JC, Bernstein, IH. Psychometric theory (1994) (3
d 
ed.). New York, McGraw-

Hill. J Psychoeduc Assess 1999;17:275-280. 

46. Sanders S, Brena SF, Spier C, Beltrutti D, McConell H, Quintero O. Chronic low back 

pain patients around the world: Cross-cultural similarities and differences. Clin J Pain 

1992;8:317-323. 

47. Palmer B, Macfarlane G, Afzal C, Esmail A, Silman A, Lunt M. Acculturation and the 

prevalence of pain amongst South Asian minority ethnic groups in the UK. 

Rheumatology 2007;46:1009-1014. 

48. Rabow MW, Dibble SL. Ethnical differences in pain among outpatients with terminal 

and end-stage chronic illness. Pain Med 2005;6:235- 241.  

49. Campbell CM, Edwards RR, Fillingim RB. Ethnic differences in responses to multiple 

experimental pain stimuli. Pain 2005;113:20-26. 

50. Poalnyi M, Tompa E. Rethinking work-health models for the new global economy: A 

qualitative analysis of emerging dimensions of work. Work 2004;23:3-18.  

51. Brown A, Kitchell M, O’Neill T, Locklier J, Vosler A, Kubek D, Dale L. Identifying 

meaning and perceived level of satisfaction within the context of work. Work 

2001;16:219-226. 

52. Marmot M, Wilkinson R (Eds). Social determinants of health. Great Britain, Oxford 

university press. 2006 (2
nd

 ed).  



 27 

53. Merrick D, Sjölund BH. Patients’ pretreatment beliefs about recovery influence 

outcome of a pain rehabilitation program. Eur J Phys Rehab Med 2009;45:391-401. 

54. Cunningham MM, Jillings C. Individuals’ descriptions of living with fibromyalgia. 

Clin Nurs Res 2006;15:258-273. 

55. Morley, S. Efficacy and effectiveness of cognitive behaviour therapy for chronic pain: 

Progress and some challenges. Pain 2011;152:S99-S106. 

56. Hush J, Refshauge K, Sullivan G. Do numeric rating scales and the Roland-Morris 

Disability Questionnaire capture changes that are meaningful to patients with 

persistent back pain? Clin Rehabil 2010;24:648-657. 



 28 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1. Participant recruitment and follow-up. 
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Table 1. Socio-demographic and clinical factors for the participants, N = 509 

 Participants 

Socio-demographic and  

Clinical factors 

n % 

Gender   

  Male 107  21 

  Female  402  79 

Age  (years) 40
1
  9.6

2 
 

Ethnicity
 

  

  Nordic born 435  86 

  Not Nordic born 74  14 

Marital status   
 

  

   Married/cohabiting  

   Not married/single 

378  

131  

74 

26 

Education   

  Secondary school 98  19 

  Upper secondary school 313  62 

  University  98  19 

Vocational situation
 

  

  Not Working at admission or < 25%  325  64 

  Working ≥ 25% at admission 184  36 

Pain duration (years) 4.1
3
   2.3-8.4

4
  

Diagnoses    

    Neck Disorders 149  29 

    Fibromyalgia 124  24 

    Low back pain 122  24 

    Myalgia or non specific pain 73  14 

    Other diagnosis
5
 41  8  

1 mean, 2 standard division, 3median, 4interquartile range 5diagnoses less common (< 10 participants per diagnosis). 
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Table 2. Median and IQR scores at admission for the 5 

subscales of MPI and for the DRI index, N = 509 

 Median  IQR 

MPI subscales   

   Pain severity
  -

 4.7  (4.0 - 5.0) 

   Life interference 
-
 4.8  (4.1 - 5.3) 

   Life control 
+
  2.5  (1.8 - 3.3) 

   Affective distress 
- 
 3.7  (3.0 - 4.7) 

   General activity level 
+
 2.4  (1.8 - 2.9) 

DRI Index 
   

   Sum score 
-
 673  (544 - 830) 

DRI = Disability Rating Index; IQR = interquartile range; MPI = 

Multidimensional Pain Inventory; + = greater scores indicate a 

positive direction;  - = lower scores indicate a positive direction,  
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Table 3. Univariate analyses (logistic regression) of associations between each of the socio-demographic and 

clinical factors, and levels on scores( above or below median) on the five subscales of the MPI and of the DRI 

index, at admission, N = 509 

 Socio-demographic and clinical factors, P  Value 

 

 

Subscales
*
 

 

 

Gender1 

 

Age 

group2 

 

 

Ethnicity3 

 

Marital 

status4 

 

 

Education5 

 

Vocational 

situation6 

 

Diagnostic 

group7 

Pain 

duration 

group8 

MPI 

Pain Severity 

 

0.28 

 

>0.3 

 

0.058 

 

>0.3 

 

< 0.001 

 

0.041 

 

>0.3 

 

>0.3 

Life 

Interference 

0.092 0.16 0.002 >0.3 >0.3 0.005 0.069 >0.3 

Life Control 0.15 >0.3 0.038 >0.3 0.011 0.019 >0.3 >0.3 

Affective 

Distress 

>0.3 0.010 0.011 0.18 0.074 0.003 >0.3 >0.3 

General 

Activity 

Level 

0.17 0.096 <0.001 0.21 >0.3 0.11 0.13 >0.3 

DRI Index 

Sum score 

>0.3 >0.3 0.048 >0.3 0.15 < 0.001 0.13 >0.3 

DRI = Disability Rating Index; MPI = Multidimensional Pain Inventory; *Tested above/below median score, 1Men/Women, 

2Above/below mean score, 3Nordic/non-Nordic born, 4Married or cohabiting/single, 5Secondary school or less/ upper secondary school/ 

university, 6Not working at admission/working 25% or more at admission, 7Fibromyalgia/neck disorders /low back pain/myalgia/other 

diagnoses, 8 Above/below median  
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Table 4. Multivariate analyses (logistic regression) for associations between the predictor variables 

(sociodemographic and clinical factor), and the criterion variables (above median scores on the MPI 

and on the DRI) at admission, N = 509 

 

Subscales 

 

Socio-demographic and 

Clinical factors 

Score
1
 

Median 

 (IQR) 

 

 

P value 

 

 

OR2 

 

 

CI2 

Pain Severity  
Nagelkerke 
0.095 

 

Gender 

   Men 
   Women 

Ethnicity 

    Nordic 

    Non-Nordic 

 

 

 

 

4.7 (4.0-5.0) 
5.0 (4.3-5.3) 

ns  

 

 

0.016 

 

 

 

 

1.9 

 

 

 

 

1 .1 - 3.2 

 Education  

   Secondary school (first) 

   Upper Secondary school 

   University 

 

5.0 (4.3-5.3) 
4.7 (4.0-5.0) 

4.3 (4.0-4.7) 

< 0.001 

 

0.001 

< 0.001 

 

 

2.1 

5.3 

 

 

1.3 - 3.4 

2.8 – 10.1 

 Vocational situation 

   Not working at admission 
   Working ≥ 25% at  

   admission 

 

4.7 (4.3-5.3) 
4.3 (4.0-5.0) 

ns  

 

  

Life 

interference  
Nagelkerke  

Gender 
   Men 

   Women 

 ns 
 

  

0.070 Age-group   
   Age <40 

   Age ≥40 

 ns 

 
  

 Ethnicity 

    Nordic 

    Non-Nordic 

 

4.7 (4.1-5.3) 
5.0 (4.5-5.5) 

0.005  

2.2 

 

1.3 - 3.7 

 Vocational situation 

     Not working at  

     admission 

    Working ≥ 25% at     

    admission 

 

4.9 (4.3-5.4) 
4.5 (3.9-5.1) 

0.009  

1.6 

 

1.1 - 2.4 

 Diagnoses 
  

   Fibromyalgia (first) 

   Myalgia 

   Neck disorders 
   Low back pain 

   Other diagnoses 

 ns  

 
  

Life Control 
Nagelkerke 

0.054 

Gender 
   Men 

   Women 

 ns  

 
  

 Ethnicity 

    Nordic 

    Non-Nordic 

 

2.5 (1.8-3.3) 
2.3 (1.2-3.0) 

0.025  

1.8 

 

1.1 - 3.1 

 Marital Status 

   Married/cohabitant 
   Single 

 ns  

 

  

 Education  

   Secondary school (first) 

   Upper Secondary school 

   University 

 

2.3 (1.5-3.0) 
2.5 (1.8-3.3) 

2.6 (1.8-3.3) 

0.009 

 

  0.003 

  0.016 

 

 

2.1 

2.1 

 

 

1.2 – 3.4 

1.1 - 3.8 
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 Vocational situation 

    Not working at admission 

    Working ≥ 25% at  

    admission 

 

2.3 (1.5-3.3) 

2.8 (2.1-3.3) 

0.041  

1.5 

 

1.0 - 2.1 

Affective  

Distress  
Nagelkerke 

Age-group 

   Age <40 

   Age ≥40 

 

4.0 (3.0-4.7) 

3.7 (2.7-4.3) 

0.004  

1.7 

 

1.2 - 2.5 

0.078 Ethnicity 

    Nordic 

    Non-Nordic 

 

3.7 (2.7-4.3) 

4.3 (3.7-5.3) 

0.005 

 

 

 

2.1 

 

1.3 – 3.6 

 Marital Status 

   Married/cohabitant  

   Single 

 ns  

 

  

 Education  

   Secondary school (first) 

   Upper Secondary school 

   University 

 
4.0 (3.0-4.8) 

3.7 (3.0-4.7) 

3.7 (2.9-4.3) 

0.042 
 

0.036 

0.017 

 

 

1.6 

2.1 

 

 

1.0 - 2.7 

1.1 - 3.7 
 Vocational situation 

   Not working at admission 

   Working ≥ 25% at  

   admission 

 

4.0 (3.0-4.7) 

3.7 (2.7-4.3) 

0.006  

1.7 

 

1.2 - 2.5 

 

General 

activity level  
Nagelkerke  

Gender 

   Men 

   Women 

 ns  

 

  

0.067 Age-group 

   Age <40 

     Age ≥40 

 ns  

 

  

 Ethnicity 

    Nordic 

    Non-Nordic 

 

2.4 (1.9-3.0) 

1.9 (1.5-2.7) 

0.001  

2.5 

 

1.4 - 4.3 

 Marital status 
   Married/cohabitant 

   Single 

 
2.3 (1.8-2.9) 

2.5 (1.8-3.0) 

ns  

 
  

 Vocational situation 
   Not working at admission 

   Working ≥ 25% at  

   admission 

 
2.3 (1.7-2.9) 

2.5 (1.9-3.1) 

ns 

 
  

 Diagnoses 
 

   Fibromyalgia (first) 

   Myalgia 

   Neck disorders 
   Low back pain 

   Other diagnoses 

 

2.5 (2.0-3.1) 

2.5 (1.9-3.2) 

2.2 (1.7-2.8) 
2.3 (1.7-3.0) 

2.4 (1.9-2.8) 

 

ns 

ns  

0.032 
ns 

ns 

 

 

 

1.73 
 

 

 

 

1.0-2.93 
 

DRI index 
sum score  

Nagelkerke 
 

Ethnicity 

    Nordic 

    Non-Nordic 

 
665 (535-815) 

753 (598-860) 

   

0.073 Education  
   Secondary school (first) 

   Upper Secondary school 

   University 

 ns  

 
  

 Vocational situation 

   Not working at admission 

   Working ≥ 25% at  

   admission 

 
705  (590-850) 

598 (439-738) 

0.001  

1.9 

 

1.3-2.8 

 
Diagnoses      
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  Fibromyalgia (first) 

  Myalgia 

  Neck disorders 

  Low back pain 
  Other diagnoses 

655 (525-804) 

637 (538-828) 

670 (540-825) 

715 (579-860) 
646 (552-795) 

 

ns 

ns  

0.035 
ns  

 

 

 

1.73 

 

 

 

 

1.0-3.03 

 
1Lower scores on the subscales of pain severity, life interference, affective distress and on the DRI index indicates a more 
positive score whereas higher scores on the subscales of life control and general activity level indicates a more positive 
score,  2odds ratio and confidence interval  3odds ratios and confidence interval <1 are inverted to aid interpretation 
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Table 5. Median change scores, from admission to the 1-year follow-up, on the 5 subscales of the MPI 

and of the DRI index and percent above an MIC change and below a negative change, N=509 

 Change Scores
1
  

Admission Follow-up 

 

MIC
  
% 

 

Subscales 

 

Median 

 

IQR 

P 

 Value 

 

+
2
 

 

-
3
 

MPI      

   Pain severity
 
 0.3 -0.3 – 1.0 <0.001 43 16 

   Life interference 0.2 -0.2 – 0.7 <0.001 30 12 

   Life control  0.5 -0.3 – 1.5 <0.001 49 14 

   Affective distress
 
 0.7 -0.3 – 1.7 <0.001 52 22 

   General activity level 0.2   -0.3 – 0.6 <0.001 24 12 

DRI Index 
      

   Sum score -25 -150 – 102 <0.001 21 31 

MPI = Multidimensional Pain Inventory; DRI = Disability Rating Index; 1change scores above 0 indicate a positive estimate, 

MIC = minimal important change, IQR = interquartile range, 2Percent changed ≥0.6 (MIC) on MPI subscales and ≥10% 

(MIC) on DRI index, 3Percent changed < -0.6 change score on MPI subscales and < -10% on DRI index 
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Table 6. Univariate analyses (logistic regression) of associations between each of the sociodemographic and 

clinical factors, and scores above a positive MIC on the subscales of MPI and of the DRI index and below a 

negative change on subscales of the MPI and of the DRI index, N = 509  

  Socio-demographic and clinical factors 

P - value 

 

 

Subscales 

 

 

MIC
1
 

 

 

Gender
2
 

 

Age 

group
3
 

 

Ethni-

city
4
 

 

Marital 

status
5
 

 

Educa-

tion
6
 

Vocatio- 

nal 

situation

7
 

 

Diag-

nostic 

group
8
 

 

Pain 

duration 

group
9
 

MPI          

Pain Severity  >MIC >0.3 0.21 >0.3 >0.3 >0.3 0.30 >0.3 >0.3 

>-MIC 0.10 0.038 >0.3 0.070 0.26 >0.3 >0.3 >0.3 

Life 

Interference  

>MIC 0.067 >0.3 >0.3 >0.3 >0.3 >0.3 >0.3 >0.3 

>-MIC 0.16 >0.3 >0.3 >0.3 >0.3 >0.3 >0.3 0.299 

Life Control >MIC >0.3 >0.3 >0.3 >0.3 >0.3 >0.3 >0.3 >0.3 

>-MIC 0.15 0.11 >0.3 >0.3 >0.3 >0.3 >0.3 >0.3 

Affective 

Distress 

>MIC 0.086 >0.3 0.16 0.19 >0.3 >0.3 >0.3 >0.3 

>-MIC 0.10 >0.3 >0.3 >0.3 >0.3 >0.3 >0.3 >0.3 

Activity Level >MIC >0.3 0.25 >0.3 >0.3 0.29 >0.3 >0.3 >0.3 

>-MIC >0.3 >0.3 0.28 >0.3 >0.3 >0.3 >0.3 >0.3 

DRI sum 

score 

>MIC >0.3 >0.3 >0.3 >0.3 >0.3 >0.3 >0.3 0.24 

>-MIC 0.20 >0.3 0.23 >0.3 >0.3 0.24 >0.3 >0.3 

1minimal important change above 0.6 on the MPI subscales and above 10% change on the DRI = >MIC  and minimal important change 
above - 0.6 on the MPI subscales and above – 10% change on the DRI index =>-MIC,  2men/women, 3above/below mean, 4Nordic/non-
Nordic born, 5married or cohabiting/single, 6secondary school or less/upper secondary school/university, 7not working at 
admission/working 25% or more at admission, 8 fibromyalgia/neck disorders/ low back pain/myalgia/other diagnoses, 9above/below 
median 
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